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Warning System in Gaza Strip, post conﬂict 2009
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Refugees in the Near East, Amman, Jordan
2 United Nations Relief and Works Agency for Palestine
Refugees in the Near East, Gaza City, Palestina
3 World Health Organization Regional Ofﬁce for Eastern
Mediterranean, Cairo, Egypt
4 World Health Organization SEARO DSE subunit, Bangkok,
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Background: After the Gaza war ceaseﬁre, WHO indicated
outbreaks as one of the highest public health risks in the
post-conﬂict phase. UNRWA, the United Nations Relief and
Works Agency for Palestine Refugees in collaboration with
WHO set up an early warning (EWAR) system for epidemic
prone infectious diseases.
Methods: After four and half months of activity, the sys-
temwas evaluated.The EWAR relies on weekly notiﬁcation of
9 syndromes from 17 PHC facilities, data is analysed in Gaza
City, used to trigger outbreak investigations and transmitted
as a bulletin to health stakeholders.
Results: Between 01 January to 16 April 2009, a total of
11 alerts were ﬂagged, two cases of meningococcal menin-
gitis identiﬁed and alarm thresholds breached for hepatitis
and watery diarrhoea. No outbreaks were conﬁrmed. The
UNRWA EWAR is a simple system built on the Agency’s
existing surveillance network, did not require additional
investment or massive training for implementation. The
ﬁrst output from the system was available less than one
month after cessation of hostilities. The system includes
all routine surveillance data, but due to the lack of out-
breaks, it was not possible to measure the sensitivity (SE).
The positivepredictive-value for outbreaks of seasonal dis-
eases was low. Over the past years, UNRWA recorded a
reporting incidence increase of seasonal diseases due to
over-reporting. Thresholds using historical data were set
with alarm thresholds at 3 standard deviations but they
still proved to be too sensitive. Acceptability and time-
liness were very high, 100% of reporting units submitted
every week. It was not possible to evaluate ﬂexibility in
adapting to changes in epidemiology, however adaptation of
thresholds to data quality showed ﬂexibility in methodology.
Representativeness was over 80% for the refugee community
who account for over 70% of the entire Gaza Strip popula-
tion.
O
Tts e285
Conclusion: The UNRWA EWAR system is still the only
ource of epidemiological information in Gaza Strip and was
sed regularly by WHO to monitor outbreaks in the area. It
as a very useful instrument in the wake of a humanitarian
risis for monitoring the health of the affected population
nd proved feasible to implement even during a complex
mergency.
oi:10.1016/j.ijid.2010.02.2118
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revalescent infections post hurricanes Hanna & Ike
. Font
Hospital Mariano y Luciano De La Vega, Moreno, Buenos
ires, Argentina
Background: Commune of Gonaives, Haiti 2008
Methods: Surveillance of infectious pathologies at the
rrival of the Voluntary physicians response team.
esults: Age: Days 1st to 22nd
ll ages
ex:
oth
athologies Cases %
cute respiratory infection 2087 15,6%
ase of Paludism 661 4,9%
ase of Typhoid 342 2,6%
ase of Dengue 0 0,0%
cute hemorrhagic fever syndrome 10 0,1%
cute infectious icteric syndrome 4 0,0%
ever of undetermined origin 314 2,3%
ase of German measles (Rubella) 35 0,3%
nfectious watery acute diarrhea 1338 10,0%
aginal infections 1791 13,4%
rinary tract infections 1156 8,6%
nfectious bloody acute diarrhea 0 0,0%
cute malnutrition 9 0,1%
etanus 2 0,0%
rauma - infected grazes 1453 10,9%
nfected burns 7 0,1%
nfectious cutaneous dermatitis 1120 8,4%
rterial hypertension 438 3,3%
ntestinal parasites 432 3,2%
thers 0 0,0%
ther unspeciﬁed infections 2192 16,4%
OTAL 13391 100,0%
Conclusion: See image
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entinel surveillance of pandemic inﬂuenza A H1N1 in
enya in the period August — November 2009
. Achilla ∗, J. Majanja, M. Wadegu, W. Bulimo, D. Schnabel
USAMRU-K, Nairobi, Kenya
Background: In April 2009 a new variant of Inﬂuenza virus
hat was later declared a pandemic strain by the World
ealth Organization appeared on the American continent.
he ﬁrst case of the pandemic Inﬂuenza A H1N1 (pH1N1) in
enya was detected on 29th June 2009. The ﬁrst sentinel
urveillance case appeared in August 2009 and since then
ncreasing numbers of pH1N1 have been detected within the
egular sentinel surveillance network.
Methods: Eight public hospitals distributed across and
epresenting the entire country comprise our sentinel
urveillance sites. Nasopharyngeal swab specimens are col-
ected within 72 hours of symptom onset from consenting
atients presenting with inﬂuenza like illness. Specimens
re transported in liquid nitrogen to the National Inﬂuenza
enter. For all patient specimens, RNA is extracted followed
y reverse transcription and real time PCR assays. The spe-
iﬁc assays include screening for seasonal inﬂuenza A and B.
ll samples positive for Inﬂuenza A are further subtyped for
easonal H1, Seasonal H3 and pandemic H1.Results: In the four months from August to November,
total of 1329 samples were screened from the sentinel
urveillance network. Out of these 160 samples represent-
ng 12% were positive for pH1N1. Of these, 83(51.8%) were
t
c
r
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rom males and 120 (75%) of the patients were aged 5 years
nd below. The ages of the positive cases ranged from 9
onths to 53 years. No deaths were recorded in the coun-
ry during that period. 55% of the cases were found in the
estern region, 18% in the central region and 27% in the
astern/Coastal region. The epicenter of the outbreak was
n the Western region and this is reﬂected in the higher
ercentages of cases from that region. The Eastern/Coastal
egion receives many tourists from outside Africa and this
lso is reﬂected in the high percentages of cases reported
ere.
Conclusion: These results indicate that within a few
onths of introduction into Kenya, the pH1N1 quickly spread
hroughout the country. Most of the cases were seen among
hildren less than ﬁve years of age. The results show that
ender was not a risk factor in contracting the virus in Kenya.
oi:10.1016/j.ijid.2010.02.2120
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holerae in the Americas region: An eradicated problem?
. Ramon-Pardo1,∗, G. de Cosio1, M. Tato2, J. Mckenney1
Pan American Health Organization, Washington, DC, USA
Hospital Ramón y Cajal, Madrid, Spain
Background: The Pan American Health Organization
PAHO) proposed, in 1996, monitoring of resistance to
ntibiotics in the Americas Region. Thus organizing the
urveillance and Monitoring Network of Antimicrobial Resis-
ances countries committed to compiling information on
he identiﬁcation of isolated species and their sensitivity
o antibiotics. The protocols of surveillance used within the
etwork are consistent with the recommendations of WHO
or diarrheal diseases and respiratory tract infections. As
athogen responsible for severe disease and serious impact
n public health, Vibrio cholerae from human isolates has
een included among the surveyed pathogens. This study
ims at describing the capacity of the Network for detect-
ng V. cholerae outbreaks, by geographic distribution and
he trends of resistance to antibiotics.
Methods: Information about the serogroups and antimi-
robial susceptibility patterns of V. cholerae isolates were
nnually sent to the Network by the countries. Period of
tudy: 2000-2007. V. cholerae were identiﬁed by standard
aboratory methods. Serotype characterization was per-
ormed by serologic test (slide agglutination technique with
olyvalent antisera). Susceptibility to antimicrobial agents
as determined by the Kirby-Bauer disk diffusion method
nd interpreted ace recommended by the Clinical Labora-
ory Standards Institute.
Results: The total number of V. cholerae human isolates
otiﬁed during the study period was 2095. V. cholerae iso-
ates were only reported from Brazil, Cuba, El Salvador,
exico and Peru. V. cholerae serogroups O1 and non-O1
onstituted 179 (8.5%) and 1561 (74.5%) isolates, respec-
ively. During 2000, 2001 and 2002, 355 (17%) isolates were
otiﬁed without serotype characterization. Since 2003 all
he isolates were reported with the corresponding serotype
haracterization. For V. cholerae serogroup non-O1, the
esistance to ciproﬂoxacin and clorafenicol has remained
ow throughout these years. Nevertheless, the resistance
